Proceedings of the Royal Society of Medicine 20 through the anterior rectal wall into the rectal lumen. Examination per vaginam appeared to show that they were not connected with the uterus. The total size of the mass was very considerable and almost obstructed the rectum. There was no tenderness or pain and the mass was freely mobile.
It was decided to explore the abdomen, and the tumours were then found to be ovarian in origin. The largest one was about as large as a man's fist, and looked like a cauliflower. The other was about a quarter this size and was in the opposite ovary. There were no " chocolate " cysts and no growths anywhere in the pelvis or other parts of the abdomen, or in the liver.
The ovaries were both removed, as there was no possibility of removing the tumours otherwise, and no evidence of any normal ovarian tissue.
Pathological examination showed the growth to be a fibroma.
Adeno-carcinoma of the Abdominal Wall.-J. P. LOCKHART-MUMMERY, F.R.C.S. J. W., male, aged 54, had a gangrenous appendix removed in February 1931. The operation was followed by a fecal fistula which refused to heal, though it was curetted in September 1931. I saw the patient in January 1932, about a year after the original operation. He then had a large tumour, consisting of an adeno-carcinoma, growing at the site of the original sinus on the abdominal wall. I removed part of the abdominal wall, the whole cecum, the ascending colon and glands, and joined the ileum into the transverse colon. 1 also inserted a number of radon seeds.
The patient made a good recovery and remained in good health till September 1933. He then developed secondary growths in the lungs and died a few months later.
The specimen shows an adeno-carcinoma of the caecal wall spreading out on to the skin along the site of the drainage tube. This had probably been the cause of the appendix becoming gangrenous.
Lymphoma of the Rectum: with Report of Three Cases.
By CUTHBERT DUKES, M.D.
IN each of these cases the growth was considered, from its gross characters, to be an adenoma, but microscopic examination showed it to consist onlv of lymphoid tissue. In each case also there was some difficulty in deciding whether the tumour was a lymphoma or a lymphosarcoma, but it is now five years since the operation on two of the patients, and there has been no sign of recurrence.
Tumours composed of lymphoid tissue arise from the lymphoid follicles which lie in the submucosa. These are present throughout the colon to the extent of about three per square centimetre of surface area and are a little more numerous in the rectum.' Their function is to produce lymphocytes and also to filter the lymph which is collected from the lymphatic vessels of the mucous membrane.
When lymphoid tissue is increased in quantity it is often difficult to decide whether the condition is an inflammatory hyperplasia or a genuine new growth. In chronic lymphadenitis there may appear to be an actual multiplication of follicles in the lymphatic tissue, but the glandular enlargement is more diffuse and the histology more regular than is seen in lymphoma. In the three cases about to be described the new growth seemed more like a tumour than an inflammatory hyperplasia, because of its large size, its isolated character and definite boundaries.
